Air embolism caused by blower mister To the Editor:
We congratulate Nollert and colleagues 1 for their courage in publishing the adverse event experienced with a blower mister while performing a central anastomosis. Especially in off-pump coronary surgery, blower misters are most frequently used for bleeding control while performing the distal anastomoses. Gaseous emboli caused by liberal use of the blower mister might additionally result in air locks within coronary vessels. This has been reported verbally, but published evidence is missing. Another complication was published: during performance of an anastomosis in a minimally invasive direct coronary artery bypass procedure, the ventricle was injured, and air embolism was detected with the echocardiography in the heart.
Quadricuspid aortic valves and anomalies of the coronary arteries To the Editor:
Mecozzi and colleagues 1 recently reported the case of a patient with severe stenosis of a quadricuspid aortic valve (QAV) requiring valve replacement. We would like to point out a pitfall that could face the surgeon during aortic valve replacement in patients with such a condition.
QAVs are a rare entity with a potential for serious complications.
2 Aortic regurgitation is the most prevalent haemodynamic abnormality, often requiring aortic valve replacement. 3 When considering surgical treatment, it is important to pay attention to the fact that the QAV can be associated with other congenital cardiac malformations (eg, ventricular septal defects, patent ductus arteriosus, and subaortic fibromuscular stenosis). 3 Of special importance to the surgeon are anomalies of the coronary arteries, 2 which are the most frequent cardiac defects associated with a QAV. 3 Single coronary ostium 4 and displacement of the left 5 and right 6 coronary orifice have all been reported in association with a QAV. From the surgical standpoint, it is important to recognize any displacement of the coronary ostia to prevent ostial obstruction of the coronary artery when fixing the prosthetic valve ring. 7 Therefore the anatomy of the heart, especially that of the coronary arteries, must be carefully evaluated in patients with a QAV before surgical intervention to prevent serious complications.
Reply to the Editor:
We appreciate the comments by Dr Turatel to our article on a case of quadricuspid aortic valve stenosis recently published in the Journal. 1 He reminds us of the importance of other intracardiac anomalies that are frequently associated with this malformation and that must be recognized when planning an operation to avoid potentially serious complications. We fully agree that among these anomalies displacement of the coronary ostia might play an important role because in some instances it might require modification of the standard surgical technique of prosthetic valve insertion, particularly when a stentless valve is chosen as aortic valve substitute. This point was stressed in a previous publication on the same subject by our group 2 when reporting on a patient with aortic insufficiency caused by a quadricuspid valve, in whom, at operation, the right coronary ostium appeared displaced downward, being very close to the commissure between the right and the accessory cusps. In the present case
